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Original Article | not give priority to the psychiatric service and mental health in Nepal. 6, 7 This may be due to paucity of information about psychiatric cases in rural community setting in Nepal. Therefore, this study was conducted to find out the prevalence and correlates of psychiatric cases in the rural community. Providing accurate data about the prevalence of mental disorder in the Nepalese rural community would help to justify the allocation of resources and planning of health services.
Methods:
This study was conducted in rural setting i.e., in the Kusmi Village Development Committee (VDC) of Baglung, a mountain district in Nepal. House to house survey was done and 261 individuals of age 16 or more were randomly selected for the study. The Kusmi VDC had a total population of 3346 (Male: 1495; Female 1851) according to 2001 national census. 8 The average household size is 5.74 and total numbers of household is 583. 8 The survey was conducted for three month between the month of January to March in the year 2012. The socio-demographic data sheet was filled up of all the respondents and General health Questionnaire -12 (GHQ-12) (Nepalese Version) 9 was administered.
The GHQ-12 was used in this study as its validity is wellestablished internationally [10] [11] and most importantly, in a rural community setting in Nepal. 9 The GHQ is needed for the identification of likely cases or high risk individuals amongst large populations. 12 It is widely used in different studies across the world. [13] [14] [15] [16] [17] [18] [19] GHQ has a sensitivity 85.58%, specificity 74.79%, positive predictive value 86.66% and negative predictive value 85% in the Nepalese population.
9
GHQ was introduced by Goldberg in 1978 as a screening instrument. Since then, it has been translated into 38 different languages, testament to the validity and reliability of the questionnaire. 16 The instrument has four versions based on the number of items; GHQ-60, GHQ-30, GHQ-28 and the shortest version GHQ-12. Each item is accompanied by four responses, typically being 'not at all', 'no more than usual', 'rather more than usual' and 'much more than usual'. There are two recommended methods for scoring the GHQ. The first scoring method is "Likert scale" method ranged from 0 to 3 respectively. The second scoring method was "binary scoring" method (with the two least symptomatic answers scoring 0 and the two most symptomatic answers scoring 1 -i.e. 0-0-1-1). The cases threshold is 3 for the 12-item version. The shortened version work was found to be as reliable as the long version in detecting distress. 15 It was also used in diversified population i.e., in student 11 and also, in young populations in the community. 10 Furthermore it is simple, easy to understand, short and straightforward to complete.
The individual scoring more than or equal to 3 by "binary scoring" method (0-0-1-1) were labelled as psychiatric cases in the current study.
Results: Table 1 shows the distribution of the respondent of different socio-demographic profile with the psychiatric cases. The overall prevalence was found to be 37.5 percent. Majority of the cases were above the age of 30 years. More males (46.1%) then females (30.8%) were found to be suffering from psychiatric problem. The prevalence were found more in others caste (Dalit/Nepali; 75.8%) then the upper caste. Similarly, cases were found more in unskilled worker. Also, 47.0% of the married populations were found to be psychiatric case while the unmarried constituted about 24.3 %. While showing the distribution of the respondent on the basis of use of alcohol, psychiatric prevalence was found to be 65.9% while cases were 31.3% in the individual who were not using alcohol. The association of different sociodemographic profile with the psychiatric cases was found to be statistically significant. Epidemiological data pertaining to mental illness in a rural community of Nepal are scarce. The difficulties of organizing mental health services in developing countries are made all the greater by inadequacy of information about the extent of illness and disability. These estimates of the extent of psychiatric morbidity in Nepal were based mainly on health centre/hospital figures and not on field surveys which have been proved to be superior to all other methods in this respect. 20 Very few attempts have been made in Nepal to obtain epidemiological data on mental illness by field studies. In one study, the survey was done in western region of Nepal focusing on the prevalence of "conspicuous psychiatric morbidity" 4 and another study was done to assess the relationship of caste with depression and anxiety in Jumla, Nepal. 21 The objectives of our study is not matching exactly with any other study done in a rural setting in Nepal. Therefore, the comparisons of our result findings were done mainly with the Indian studies and also with the international studies.
The psychiatric cases by GHQ-12 in the rural setting in the current study were found to be 37.5 percent. The study conducted in the two developing town of western region also found the high prevalence of "conspicuous psychiatric morbidity" of 35.4% by Self-Rating Questionnaire (SRQ) in Nepal. 4 The another study conducted in Jumla found that 33.7% of the populations were depressed according to Beck's Depression Index (BDI) and 27.7% are anxious on (Beck's Anxiety Scale (BAI) scale in Nepal. 21 Many epidemiological studies conducted in India on mental and behavioural disorders report varying prevalence rates, ranging from 9.5 22 to 370 23 per 1000 population. These discrepancies are not specific to the developing countries but are also seen in international studies like Epidemiological Catchment Area (ECA) and the National Co-morbidity Survey (NCS). 24, 25 Epidemiologic research in USA aimed at establishing the incidence and prevalence of mental disorders has evolved in the twentieth century. 26 In USA, three generations were identified: (a) the period before World War II, in which the median prevalence rate was 36 percent; (b) World War II to the 1970's, in which the median rate was 20 percent; and (c) rates close to 30 percent in the ECA 27 and almost 50 percent in the NCS 28 were reported.
Maximum cases were reported above the age of 30 years in the current study. Other studies done in India reported the highest prevalence is in the age group 30-44 years and there is a tendency to decline after 45 years. 22, [29] [30] [31] However, most of the western studies show a gradual increase of psychiatric disturbance with age. The reason for these falls in the old age in the developing countries may be due to many factors. First, the old people are more secure socially and are protected from psychiatric disturbance. Secondly, the longevity of life is shorter and therefore, the psychiatric conditions commonly seen in old age are less. Lastly, psychiatric symptoms are generally considered as a part of normal aging. However, these areas need more in depth studies to confirm this finding. Short life expectancy of Nepalese population also explains the small sample population above the age of 60 years in our study.
The particular interesting finding of the study is that the psychiatric cases was reported more in males (46.1%) then in females (30.8%) in this rural community. Another study 32 also found higher prevalence in males and he attributed this to increased prevalence of alcohol addiction in males in his study which also explain the higher rate in our study. However, many studies in Nepal and around the globe found the higher rates in females. The another Nepalese study found higher rates in females (42%) then in males (28%) in the two developing town of Nepal. 4 The ECA survey in US found rates of depression twice as high for females as for males. 24 The NCS study also found higher prevalence in females (31.2%) then males (27.7%). 28 The studies conducted in Uttar Pradesh and West Bengal in India also reported higher mental morbidity in females. 30, 33 The reason for these gender difference can be explained by differences in recurrence risk, 34 drinking habits, expressing emotion, social roles, role performance and role-related strains, as well as professional biases in diagnosis.
35
Psychiatric morbidity was reported more in others caste (Nepali/Dalit) (75.8%) then in Aryans in the current sample. The prevalence rate found in mongoloid group cannot be generalized because of less sample size. Two more study conducted in Nepal also found the similar tendency. 4, 21 One study conducted the ethnography research in Nepal and concluded that caste-based disparities in mental health in rural Nepal are statistically mediated by poverty, lack of social support and stressful life events. 21 The another survey conducted in the two developing town of western region of Nepal found the higher rates of "conspicuous psychiatric morbidity" in occupational group (47.8%) then in higher caste (14.15%). 4 The study conducted in Kerala, India also found increased mental morbidity among the people belonging to scheduled caste in Kerala and attributed this to lower socioeconomic strata of the community. 36 However, the another study conducted in Tamil Nadu, India found no difference between the two types of caste.
37 It was found in this study population that psychiatric illness is more in person who is using the alcohol (65.9%). This may also explain the higher prevalence of mental illness in males then females in the current study. American researchers suggest that the overall prevalence of alcohol dependence is almost twice as high in those with psychiatric disorders then in the general population. One US study 40 found that
19.9% of the general population had one or more psychiatric disorders, but in those with alcohol abuse or dependence the figure rose with 36.6%. Another US study 41 found that around half of those with a lifetime addiction disorder also had lifetime mental disorder, and vice versa.
Conclusion:
The study concludes that there is a high prevalence of psychiatric cases in the rural community of Nepal and possible risk factors being the age above 30 years, in males and in married population. The other risk factor noted were doing unskilled job, in other caste (Dalit/Nepali) and the use of alcohol in Nepal. Depending upon the findings of this study, the planning of an adequate mental health program in rural Nepal should be regarded as a national priority. This also emphasizes the need for extending the mental health services into the rural areas in order to reach in the unreached population.
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